None of these -statements has any kind of scientific justification and they ought not to be made. Particularly ought they not to be made by people with a legitimate reputation for knowing what really is harmful or beneficial. A tragic boomerang has returned to smite us over the matter of smoking. For very many years doctors who objected to smoking on asthetic or moral groundseven if the moral grounds seemed no better than those of Macaulay's puritaninveighed against it on medical grounds which were in those days frankly bogus. Now that we have irrefutable scientific proof that the habit is lethal we are finding it quite difficult to get ourselves believed. One day we might find that masturbation causes or predisposes to some disease; but after all these years of telling people that it would turn them into imbeciles nobody is going to believe us. I do not say that a doctor should not hold or express ethical opinions. He is perfectly entitled to say that he believes you will burn in hell if you practise contraception. He is not entitled to say that it will make you sterile or even that it will make you unhappy. Clinical impressions ought not to be elevated to the status of scientific probabilities. It may be some people's clinical impression that sin does not pay. It is mine that the wicked flourish like the green bay tree, whatever my view may be about their postmortem prospects. The most distinguished former student of my hospital and your President's, Somerset Maugham LRCP, thought that very few people suffered from remorse even if they had a lively fear of being found out. Because the physician can speak with absolute certainty or strong probability on certain matters, he has a special responsibility not to use the extra weight he so acquires on matters about which his opinion is irrelevant. Before assuming the confessor's stole, the necromancer's wand or the evangelist's tambourine, he ought to put aside that little black bag.
Miss June Neill (National Institutefor Social Work Training, London)
For two years I have been employed on a project to determine whether and how a social worker can be of use in a general practice. This five-year project is financed by the London City Parochial Foundation and sponsored by the National Institute for Social Work Training.
I work at the Caversham Centre, a group practice in north-west London consisting of five doctors, a trainee general practitioner, a nurse, a health visitor, a secretary, two receptionists and myself. All twelve of us are employed full time.
The list size is between nine and ten thousand. The practice is conducted in an ordinary house similar to those in the neighbouring streets where many of the patients live. Patients are free to make appointments with any of the doctors and they have direct and easy access to any other member of the staff. There is an atmosphere of informality and easy communication throughout the building.
For the sake of the patients it is vital that there should be ready communication between all staff members so that the various aspects of difficulties which a patient may present to any one of us may be considered as a whole, and a realistic plan of treatment or referral evolved. Patients know that the staff at the Centre work as a team, and they often rely on this when communicating their problems. Meetings lasting an hour, at which all staff are present, are held twice a week over lunch. Situations requiring co-ordination of effort or problems which especially concern us are briefly and informally discussed.
There are plans for this practice and another group practice to move into a newly built health centre during the next few years. Despite the great advantages in this, there are some misgivings that the gloss of a new building containing a staff of 50 instead of 12 might endanger the easy communication now existing between patients and staff.
As a social worker I can talk specifically only about the 730 patients and their families with whom I have had contact. This represents under 10% of the total patient population, and an average referral rate to me of about 30 families a month. As the project data are presently being processed I am unable to give a precise statistical analysis of results, only my general impressions.
Four of the more common ways in which patients communicate their social and personal problems to their doctor are these:
(1) Patients may use the language of physical illness to present all their problems.
(2) Patients may use physical symptoms as a cloak, an excuse, a first attempt, to tell the doctor about their underlying psychosocial difficulties.
(3) Patients may make a direct communication to the doctor about their social problems. (4) Patients may give out indirect hints of the social needs and problems they wish to discuss.
Intractable Physical Symptoms
Patients occasionally present intractable physical symptoms which have been extensively and expensively investigated medically and for which no obvious causes have been found. The doctor is fairly certain that personal and social factors contribute to the illness, so he refers the patient to me. Sometimes these patients will discuss underlying worries with me and will accept help for them either from me or from outside agencies. Other patients return yet again to discuss their physical symptoms as the root of all their personal troubles. Not uncommonly these patients are highly sensitive to any sign of rejection and I therefore take care to ensure that they do not feel that social work is being forced upon them. After all, everybody has a right to present his particular problem in the way he wishes. I try to convey that ours is an extra service and not a dismissal by the doctor of the physical problem. Sometimes the patient describes how the family revolves around him as a sick person thus revealing the emotional reward which the symptoms bring. This attitude can alert us to the kind of deprivation which the patient experiences, and also to the possible needs of other members of the family. While illness may be a way of adjustment for the patient it may well cause difficulties, for example to adolescent children on whom the ties of a sick parent can have a severe and damaging effect.
We also find that a team approach -sharing the loadhelps us all to sustain a more hopeful attitude to 'hopeless' patients. They quickly pick up a more optimistic attitude and respond to it.
Vagute Complaints
The use of physical symptoms as a means of communicating social problems is familiar. Scores of patients come to the doctor complaining of feeling depressed, of having no energy, of being unable to sleep or concentrate at work or school, and who have gone on to talk further to the doctor and myself about perhaps a recent bereavement, a marital problem, difficult children, or an impending change in their lives such as their last child marrying and moving away from the family home, or their approaching retirement. Many of these situations it is possible to relieve and to help.
To the doctor in his surgery some patients will enlarge upon underlying anxieties; others will unwittingly expose their anxiety indirectly by tense attitudes and inappropriate reactions. The doctor may try to help such patients or refer them to me. Patients are often aware that their social problems and their physical symptoms may be related and they often explain to me why they did not tell the doctor about their difficulties. Patients can be more ashamed of having a social problem than a physical illness; for problems in social relationships may imply personal failure and hence are harder to describe coherently than a physical symptom. Such patients need to be reassured that nobody thinks they are making a fuss about nothing for feeling depressed over incidents that may sound trivial in themselves but have a large cumulative effect. They may feel guilty of wasting a doctor's time, and may imagine that everybody else in the waiting room has a more urgent need than their own. This image of the doctor as the overburdened life-saver always short of time is a complex one. All patients want assurance that their GP will respond quickly to a crisis because they may need this help themselves at any time.
Patients know that my function as a social worker is to disentangle social problems and try to understand what is worrying them, whether or not these problems are relevant to their surgery attendances. I always tell them that I have set aside an hour or more for the initial interview; this enables patients to relax and tell their story in their own way. An important factor influencing communication is undoubtedly the lesser social barrier between a patient and a social worker than between a patient and a doctor. To a patient it is of little or no importance what a social worker thinks of you; but it matters greatly that you retain the good opinion of your general practitioner. Patients who have known their GP for many years like to feel that he regards them as 'good' patients able to cope uncomplainingly. They may thus find it easier, paradoxically, to talk to a comparative stranger.
Direct Requestfor Social Help
There are those patients who visit the Centre to discuss urgent and obvious problems of social distress. They generally find it easy and appropriate to talk to a social worker about their difficulties and may even bypass a surgery attendance when a further crisis arises. Hidden Signals ofDistress Some patients have to find roundabout ways of getting in touch with a helping person. They may be in good health but nevertheless request a medical check-up, displaying considerable anxiety; or they may behave like the woman in her 50s, recently bereaved, who came on three occasions to ask for a duplicate death certificate having forgotten the address of the Registrar's office. When I saw her to give some practical help she told me of the shock of her husband's death on the very day he was due to be discharged from hospital as recovered. She also described the many quarrels they had had over money affairs. Now she felt intensely guilty about claiming all her husband's savings. She needed to discuss this fully before she was able to go ahead to prove his Will and plan for her future. Case Example Some of the points I have raised are illustrated by the following case history:
A married woman of 61 years with no children had recently signed on our list. She came to surgery complaining of repeated fainting attacks in the street. These had progressively worsened; she was now remaining indoors, depressed and frightened, only venturing out when accompanied by her husband. When we met she satisfied herself that I had no medical knowledge and would listen to her questions but not answer them. During three interviews she described how the attacks had started after a hysterectomy for carcinoma of the cervix rine years previously. She had suspected the diagnosis because since it was made her husband had suddenly looked aged and worn and had begun to treat her as an invalid.
Whenever she felt depressed he told her to live each day as it came. Following the operation she had several hemorrhages; she related how the attacks of faintness always seemed to occur when she saw anything red like a bus or a fire-engine. On returning from hospital she had asked her husband to remove everything red from their home; this he did. They never talked about her unhappiness and she tried to follow her husband's instructions to cheer up. She told me that for years she had wanted to discuss many of these things with a doctor but felt too frightened. Sometimes she had walked out of the waiting room.
I reported briefly about this patient at one of our twice-weekly meetings. It was decided to follow the usual procedure of trying the simplest method first. A double appointment was made for her to see the doctor of her choice; the day before this the patient came to see me, very anxious, and wanting to know if the doctor thought her a nuisance and whether I had explained to him everything she had told me about her difficulties. She was reassured to know that her problems had been discussed by all the doctors in the practice and that they wanted to help; they well understood that panic could be as painful as physical pain.
In the surgery the doctor answered all the patient's questions and told her that had she not had the operation she would have developed cancer, but now she could consider herself well. The effect has been striking; husband and wife have cleared the air between them about the illness; the fainting fits have ceased and the patient goes out and about more.
The problems inherent in this case illustrate:
(1) How patients are often unable to communicate their fears when they are in hospital undergoing the shock of surgery, and how they prefer to bring their troubles to their general practitioner.
(2) Their fear of asking questions.
(3) The importance to the patient of good communication within the helping team.
We do not yet know whether this woman's improvement is permanent, but at the very least we hope that helpful communication has been established and that if she again feels worried she will return immediately without spending months in painful indecision. what is to be done -pills to take, injections to be given, exercises and so on. Some need to know the purpose of the treatment and some may need more detailed explanation, for instance, in diabetes or hypertension. The importance of treatment must be stated. Some treatments are just a trial or only for a short while; others are essential and permanent and the patient must understand this as, for instance, in pernicious anmmia. Restrictions of activity or diet that are part of the treatment must be explained, not forgetting to explain when no restriction is needed. We must get our patients to accept conditions where no treatment is available. An elderly patient with minor disability from osteoarthritis of the hip may be saved a great deal of trouble by being told that no treatment is needed or effective and may in this way be saved endless visits to one consultant after another seeking for a cure which cannot be given. The outcome: In a recoverable disease there is no difficulty but a great opportunity to state clearly that the outlook is good. In unfavourable and fatal diseases it has been my policy to give the patients the most optimistic picture of the prognosis that is compatible with the truth, and only to give a really accurate picture where this has some practical importance to the patient. The duration: Many patients want to know and are not told how long they will be off work, how long away from home, how long in pain. These are questions to which every patient wants answers and least often gets them.
It is, of course, essential to use simple and meaningful terms. I have many times heard
